P., A WOMAN, aged-24, contracted syphilis, Easter, 1911. A rash appeared all over her body, some of which has persisted, and since infection she has been troubled with sore throats and bad headaches. The patient attended a London skin hospital, and was given an ointment. Most of the rash has now disappeared, except for somie papules scattered about the trunk.
THE patient presented two bald patches of two years' duration in the lower occipital region. On the left side, just above the nape of the neck, there was a circular definitely circumscribed and deeply infiltrated area about the size of a florin. The surface of the patch was roughened and slightly brownish in colour, somewhat resembling a mole. The hairs, which were buried in the thickened mass, and slightly projected above its surface, were easily extracted, and were seen to be distorted in shape with atrophied roots and brush-like extremities. The rootsheaths were not swollen, as in some cases of pseudo-pelade, there was no petifollicular erythema, or pustulation, suggestive of folliculitis decalvans (Quinquaud's disease), nor were there the masses of granulomatous vegetations, or pudkered scar tissue with projecting tufts of hair, characteristic of the so-called acne cheloid. The patch on the right side apparently presented a further stage in the development of the process. It was situated rather higher up on the scalp, behind and a little above the ear, and was more elongated than that on the left side. Its surface was atrophic, smooth, slightly depressed, and devoid of hair, but at the margin there was a definite perifollicular infiltration, and the hairs had a similar appearance to those of the opposite side. Both patches gave rise to considerable irritation.
Although the case was unlike acne cheloid in many particulars, the presence of the perifollicular infiltration seemed, in the view of the exhibitors, to exclude an ordinary case of folliculitis decalvans and to bring it within the category of the former disease.
DISCUSSION.
Dr. DORE said he had stained some of the hairs from the case, and they were similar to those of alopecia areata, having atrophied roots and pointed or brush-like extremities. Staining showing the presence of cocci and microbacilli, and a hair planted on proof agar gave an almost pure culture of the bottle bacillus.
Dr. COLCOTT Fox suggested that the diagnosis of lupus erythematosus should be considered in the case, in the presence of persistent inflammation in one patch, leaving atrophy. Rare cases of that kind did occur, localized to the scalp. The patient admitted that she had poor circulation.
Dr. PERNET was in favour of lupus erythematosus. Moreover, the patient's poor circulation and the symmetry of the lesions supported that view.
Dr. DYSON asked whether the President had seen the patch on the right side in its original state before atrophy had taken place. Its present appearance was to him very suggestive of a patch of lupus erythematosus.
The PRESIDENT replied that he only saw the patient a few days ago. There had been no treatment, but she had rubbed the area a good deal. There was no lesion in any other part of the body. It might be a very unusual case of sclerodermia; it was, in his opinion, too hypertrophied for lupus erythematosus, and there were no bright red points around or in the scar. He thought the case was allied to the acne cheloid group.
